A 28-year-old female presented with a large, 3 cm × 2 cm skin-coloured pedunculated growth arising from underneath the proximal nail fold of the left fourth digit [ Figure 1 ] for the past 8 months. The lesion was non-tender, had a lobulated consistency and a smooth surface. There was no history of recurrent bleeding, either spontaneously or following trauma. Radiologic examination did not reveal any connection with the underlying bone [ Figure 2 ]. The lesion was completely excised under local anaesthesia by exposing the base of the peduncle with a diagonal incision running from the junction of the proximal and lateral nail folds till the distal crease towards the radial side of the hand. The wound was then closed primarily with a 6-0 non-absorbable suture [ Figure 3 ]. Clinical differential diagnoses of superficial acral fibromyxoma, lobular capillary haemangioma and acral fibrokeratoma were considered and specimen was sent for histopathological analysis. Haematoxylin and eosin analysis showed proliferation of capillaries arranged in a multilobular fashion occupying almost the entire dermis with multiple small intralobular capillaries exhibiting well-differentiated lumina with extravasation of red blood cells [ Figure 4a and b]. A final diagnosis of giant lobular capillary haemangioma (pyogenic granuloma) was established.
Lobular capillary haemangioma or pyogenic granuloma is a common acquired proliferative vascular lesion affecting the skin and mucous membranes. They appear mostly as solitary friable vascular papules that may be sessile or pedunculated. The lesions are rapidly growing and may have polypoid morphology. They do not generally enlarge beyond two centimetres but giant forms are seen. [1] A surrounding collarette of scale may be noted at the base of the lesion in most cases. Children and young adults account for most of the cases although any age, race and either gender may be affected. [2] Trauma, including burns and surgery, are often implicated in the development of pyogenic granuloma, so have been certain drugs. [3] [4] [5] [6] Association with pregnancy is a well-known entity as well when the lesions commonly involve the gingivae. The hands, forearms, face, and the lips are frequently involved. Multiple eruptive and disseminated forms associated with drugs, burns and exfoliative dermatitis have also been documented. [7] Bleeding with minimal trauma, ulceration, or development of multiple satellite lesions following traumatic or surgical destruction can complicate the existing lesions. The presence of lobular proliferation of capillary-like vessels, enmeshed in a loose stroma is the hallmark histopathological feature of lobular capillary haemangioma. [8] Treatment options include shave excision, curettage, cryosurgery and ablation with neodymium-doped yttrium aluminium garnet laser or pulsed dye lasers with the choice of treatment guided by the site and extent of the lesion.
Superficial acral fibromyxoma has a similar clinical appearance, as it almost always involves the digits, and can be seen arising from the nail bed. However, it is mostly sessile and histopathologically characterised by proliferation of spindle-shaped or stellate fibroblasts that typically express CD34, CD99, and epithelial membrane antigen. [9] Acquired digital fibrokeratoma (acral fibrokeratoma) also commonly involves the digits and usually resembles a rudimentary supernumerary digit with a Giant Pedunculated Tumour on the Finger Histopathologically, it shows fibrovascular proliferation in the dermis with an overlying hyperkeratotic and acanthotic epidermis. [10] Thus lobular capillary haemangioma or pyogenic granuloma should be considered in the differential diagnosis of vascular lesions in the acral areas.
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Glomus Tumour with Intramedullary Bone Cyst: A Rare Presentation
Dear Editor, A 30-year-old female presented to the dermatology clinic with complaints of severe pain on slight pressure on the left middle finger. The pain exaggerated on cold exposure. On local examination, there was bluish tinge seen under the nail plate at the terminal phalanx of the left middle finger and Love's sign was elicited. The patient was advised magnetic resonance imaging (MRI), which on axial/T2W/PDSF/sagittal images of the terminal phalanx of the left middle finger at nail bed region showed focal midline hyperintensity measuring approximately 5 mm × 3 mm size [ Figure 1 ] with mild cortical scalloping of underlying terminal phalanx. A small intramedullary bone cyst was also seen at metacarpal bone (distal level) of the left middle finger (incidental finding) [ Figure 2 ]. Histopathology was consistent with glomus tumour [ Figure 3 ]. Orthopaedic consultation for bone cyst of metacarpal bone of the left middle finger was done.
The digit to be operated was anaesthetized with proximal nerve block using the 2% lignocaine. Tourniquet was applied for having an avascular operating field. The nail plate was removed with the help of a Freer elevator. Glomus tumour was then visualised after removal of the
